A report of 2 p~tlents who underw.ent operative repair of recurrent dislocation of the shoulder under mterscalene block IS presented. The advantages and disadvantages of the b~ock for surgery around the shoulder region, and the possible complications are dIscussed.
INTRODUCTION
Brachial plexus blockade can be produced by at least four approaches, the inter-scalene (Winnie 1970) , the supraclavicular or subclavian perivascular (Winnie and Collins 1964) , the axillary (De J ong 1961 , Eather 1958 , or the infraclavicular (Raj et al. 1973, Sims and Major 1977) . However the anatomical and radiographic work of Winnie ( 1970) has shown that the interscalene space (or the space between the anterior and middle scalene muscles) is an enclosed fascial space stretching from the cervical vertebrae to several centimetres beyond the axilla. Within t~is fascial et;tclosure of the interscalene space he the brachIal and cervical plexuses. As the shoulder region is innervated by some components of both plexuses, it follows that administration of local anaesthetics into this inter~c.alene space sh~)Uld provide adequate condI~lOns for surgery III this part of the body.
Major surgery for shoulder operations has always been done under general anaesthesia in our hospital. We record our initial experience with interscalene block for two patients with recurrent dislocation of the left shoulder presenting for Putti Platt operation. Casel !he pat!en~ was a 19 years old male army offIcer weIghIllg 77 kg. He had no medical history of significance. Premedication consisted of pethidine 100 mg administered intramuscularly about one hour before operation. Interscalene block was administered according to the method described by Winnie (1970) , and following immediate paraesthesia, 37 ml of 1.5% lignocaine (with 1 in 200 000 adrenaline) was injected. The patient was then asked to sit up for 3 minutes. The onset of anaesthesia took 25 minutes and the extent of sensory loss was from the second cervical to the first thoracic dermatome. Motor blockade ,,:as incomplete, the patient being able to abduct hiS arm. The operation was carried out without any disturbance from the patient and lasted 1 hour 20 minutes. There was moderate bleeding during the operation and 500 ml of ? % dextrose i~ normal saline was given llltravenously. HIS cardiovascular parameters w~re stable. There were no problems associated wIth. the b}ock. ~ollowing surgery, the patient was llltervlewed III the ward the same evening. He reported no discomfort during surgery and was. prepared t~ ~ndergo the same procedure agalll under a SImIlar anaesthetic should it be necessary. The return of cutaneous sensation occurred 2t hours following initiation of block.
Anaesthesia and Intensive Care, Vol. VII, No. I, February, 1979 Case 2 The patient was a healthy 27 years old male boilerman weighing 46 kg. Following premedication with intramuscular pethidine 50 mg, interscalene block was performed as in Case 1. This time, however, there was considerable difficulty in eliciting paraesthesia. When paraesthesia was finally obtained, 35 ml of 1.0% lignocaine (with 1 in 200,000 adrenaline) was given, the weaker concentration being used in this patient because of his much lower body weight. Although the onset of anaesthesia was more rapid in this patient (13 minutes), the extent of sensory blockade and the degree of motor blockade were the same as in the previous patient. Surgery was successfully completed in 45 minutes without any disturbance from the patient. No untoward complications occurred.
DISCUSSION
Probably the first description of brachial plexus blockade by the interscalene route was reported in 1925 'by Etienne. It was only in 1970 after his work on perivascular anaesthesia that Winnie published his famous technique of interscalene brachial plexus block. The term "interscalene brachial plexus block" as described by Winnie is perhaps a misnomer. Under normal circumstances, unless small volumes are used and digital pressure is applied above the needle in the interscalene groove, the block performed at the level of the cricoid cartilage (sixth cervical vertebra) will invariably affect some components of both the cervical and brachial plexuses. Thus, using radio-opaque solutions. Winnie has shown that 40 ml of local anaesthetic solution needs to be given into the interscalene fascial space at the level of the cricoid cartilage for complete blockade of both cervical and brachial plexuses. Conversely, Winnie has also shown that if the needle is introduced into the interscalene space at the level of the superior border of the thvroid cartilage (fourth cervical vertebra) and digital pressure applied below the needle, as little as 10 ml of local anaesthetic will be enough to block the cervical plexus entirely (Winnie et al. 1975) . Admittedly, this report concerns only two patients, however, with only 37 ml and 35 ml respectively of local anaesthetic s0lutions. all the dermatomes that make up the cervical and brachial plexuses were blocked. Perhaps. the "interscalene brachial olexm block" as described bv Winnie (1970) should more appropriately be termed "interscalene cervical and brachial plexuses block".
There has been very few reports of the interscalene block being used for operations on the shoulder. Ward (1974) , in his series of 34 cases of interscalene block, reported only one case of the block being administered for recurrent dislocation of the shoulder. There were four other cases labelled as "dislocation of the shoulder" and these cases presumably had closed manipulative reduction. Balas ( 1971) reported a series of 300 consecutive shoulder operations utilizing the subclavian perivascular approach. Although nearly 95% of his cases underwent surgery successfully, eight patients (2.7%) developed pneumothoraces, the complications of which could have been avoided had the interscalene method been used.
The reasons for the scarcity of reports of interscalene block being administered for shoulder operations are not difficult to find. Most surgeons do not relish the idea of having to work close to the face of a conscious patient in a procedure which at times can be rather taxing. Moreover. many patients do not entertain well the idea of an extensive surgical nrocedure being performed close to their faces. Nevertheless, for the patient who, for some reason or other, refuses general anaesthesia, or who has a svstemic condition that contraindicates general anaesthesia, interscalene block offers the best alternative. The ;1naesthesia obtained by interscalene block in fact produces far less physiological trespass than regional techniques used for operations on the lower extremities like spinal and epidural i\naesthesia. This is because the sympathetic block and secondary vasodilatation is restricted to the upper extremity. Also, the problem of nervous patients can be overcome partially by an interscalene block together with heavy sedation or a neuroleptic technique.
The duration of anaesthesia in the two nrltients lasted 2 hours 5 minutes and 3 hours 50 minutes respectively. This outlasted the duration of the operative procedure. However, should surgery be more prolonged. use can be made of the longer acting local anaesthetic agents like bupivacaine and etidocaine. Alternativelv. the technique of interscalene block can be administered as a continuous technique utilizing a catheter threaded into the intersca1ene space. (DeKrey et al. 1969, Ruben and PalhlTf~s 197R) . Also, in both patients, accessory blocks of the intercostobrachial nerve Anaesthesia and Intensive Care. Vol. VU, No. 1, February, 1979 were not necessary because of the nature of the surgery.
Whilst the technique of interscalene block may be easily performed, it is not without its complications. These can range from the innocuous and transient Horner's Syndrome and hoarseness of voice (due to recurrent laryngeal nerve block (Seltzer 1977) ) to the more frightening inadvertent subarachnoid (Ross and Scarborough 1973) or epidural injection (Kumar et al. 1971 , De Jong 1961 . A case of cardiac arrest has been reported (Edde and Deutsch 1977) . However, if adequate precautions are taken during the block, complications are not common. In a series of 300 cases (Balas 1971) , most of the failed blocks and pneumothoraces occurred in the earlier cases when the technique was relatively new and not well mastered.
